In a large cohort of out-of-hospital cardiac arrest (OHCA) patients without ST-segment elevation (STE), the study assessed the relationship between the use of an early invasive strategy and patient outcome.
(5-8). We previously found at least 1 significant coronary lesion requiring PCI in only 26% of patients without STE, as compared with 74 % in patients with STE (3). Whether it is useful to use an immediate invasive strategy in non-STE patients resuscitated from OHCA is debated, as it is associated with multiple logistical and organizational challenges, and because the benefit of emergent PCI on outcome is still debatable in these patients (9, 10) .
Using the PROCAT (Parisian Registry Out-ofHospital Cardiac Arrest) registry, we assessed the influence of emergent PCI on outcome in patients without STE on post-resuscitation ECG. In addition, we aimed to identify the characteristics of patients who would mostly benefit from this invasive strategy. To refine the analysis in different categories of patients, we selected the variables found as significant in univariate assessment (age, sex, initial rhythm).
METHODS
Because the study period covers a decade, sensitivity analyses were performed including the year of inclusion of the patients in the PROCAT registry. All variables of interest were exhaustively and carefully reviewed, in order to minimize potential bias.
Furthermore, a supplemental analysis using multiple imputations (by 10 imputations multivariable normal regression) was also performed (16).
Odds ratios (ORs) are presented with 95% confidence interval (CI). A p value <0.05 was considered statistically significant. All calculations were performed using STATA 12-1/SE software (Stata Corp., College Station, Texas). The overall favorable outcome rate at discharge was 251 of 695 patients (36%) ( Table 2 ). Patients treated (Table 4) .
RESULTS

During
When focusing on subgroups of patients, we noted that male patients >50 years of age with an initial shockable rhythm required PCI in nearly 40% of cases. In contrast, only 13% of women older than 50 years of age resuscitated from a nonshockable rhythm required emergent PCI (Figure 2) .
DISCUSSION
In this large cohort study, in which a systematic and immediate CAG was performed in all patients, "ad Dumas et al. Values are mean AE SD or n (%). These above values are italicized since these variables concerned only the findings of coronary angiogram.
J A C C : C A R D I O V A S C U L A R I N T E R V E N T I O N S
PCI ¼ percutaneous coronary intervention; all other abbreviations as in Table 1 . Tables 1 and 2 .
have been at variance with this study (23, 24) . The use of different cutoff values to discriminate groups of patients render comparisons between studies difficult. Recently, the additional value of high sensitivity troponin was evaluated in OHCA patients (24) . The predictive values were also disappointing. We do not routinely use cardiac biomarkers to guide our strategy for invasive strategy, which is why we did not include this variable in the present analysis.
On the whole, clinical, ECG, and biological tools to assess coronary ischemia are clearly less efficient in this setting. They lack sensitivity and specificity to predict an acute coronary artery occlusion as the cause of OHCA. Taken together, our findings support the use of an invasive strategy in all OHCA patients without an obvious noncardiac cause of arrest. This is supported by a recent meta-analysis that included all ECG patterns, and reported a significant benefit of an invasive strategy for survival (25) . Moreover we identified a large group of patients, which can be identified early with simple and reliable factors (e.g., age, sex, rhythm), who may mostly benefit from this invasive strategy. The high prevalence of obstructive coronary artery disease in ventricular tachycardia/ventricular fibrillation cardiac arrest has been previously described (26) . In centers where a systematic invasive approach at admission cannot be performed, patients could be triaged for emergent angiogram using these factors. Finally it can also be argued that even a negative CAG would provide useful diagnostic information because the absence of a culprit lesion is an important finding, which will prompt searching for alternative causes of cardiac arrest. However, the CPC hospital discharge score is known to be a good surrogate indicator for long-term survival in post-cardiac arrest patients (27) . 
CONCLUSIONS
